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Pain is common among elderly patients in nursing homes; however, pain assessment and treatment are 
inadequate. Interprofessional treatment is recommended, and consequently interprofessional education in 
pain management is necessary. This pilot project aimed to describe how two interprofessional groups of 
students approached pain management in two nursing home patients. We formed two teams comprising 
one student from the nursing, physical therapy, pharmacy, and medical educations.  Each team spent one 
day examining a patient with chronic pain at a nursing home and they developed pain management plans. 
We collected data through video recording during teamwork before and after examining the patient and 
field notes during the patient examination. We analysed the video-recordings applying the seven-step 
model including 1) viewing the video data, 2) describing the video data, 3) identifying critical events, 4) 
transcribing, 5) coding, 6) constructing storyline and 7) composing a narrative. Field notes supplied the 
transcripts. Both teams succeeded in making a pain management plan for their patient. The common 
examination of the patient was crucial for the students’ approaches to pain management and changed their 
pre-assumptions about the patients’ pain. By sharing knowledge and reflecting together, the students 
reached a common consensus on suggestions for management of the patients’ problems. Interprofessional 
collaboration fostered enthusiasm and a more holistic pain management approach. However, students’ 
lack of knowledge limited their understanding of pain. Knowledge of pain management in nursing home 
patients and the practice of interprofessional cooperation should be included in pain curricula for health 
care professionals. 
 






Health personnel caring for elderly nursing home residents experience several challenges related 
to the residents’ poor health status. Chronic pain affects as many as 80% of institutionalized elderly 
patients (Chipchase, Allen, Eley, McAllister, & Strong, 2012; Helme & Gibson, 2001). 
Furthermore, chronic pain among nursing home residents is associated with reduced quality of life 
(Torvik, Kaasa, Kirkevold, & Rustøen, 2010). Concurrent dementia may complicate pain 
management and increase the challenges for caregivers. A previous study indicated that nursing 
home residents with pain, especially those with dementia, often receive suboptimal treatment 
(Achterberg et al., 2013).  
The multidimensional nature of pain includes biological, psychological, and social aspects; 
therefore, an interprofessional treatment approach to pain management is recommended (Gatchel, 
Peng, Peters, Fuchs, & Turk, 2007). Accordingly, interprofessional teamwork is emphasized to 
pre-licensure health care professionals as one of the core principles in pain assessment and 
management (Fishman et al., 2013). Interprofessional education (IPE) is defined as an occasion 
when two or more professions learn with, from, and about each other to improve collaboration and 
quality of care (Centre for the Advancement of Interprofessional Education; CAIPE). IPE learning 
activities increase student knowledge of pain management, as well as their understanding of the 
benefits and necessity of working together (Carr, Brockbank, & Barrett, 2003; Hunter et al., 2008). 
An important consideration for student satisfaction appears to be “real patient pain” experiences 
being included in the teaching activities (Clark, 2006; Hadjistavropoulos et al., 2015). 
Despite a growing understanding of the necessity of pain education and interprofessional 
collaboration in pain management, IPE receives relatively minimal attention in undergraduate 
health care curricula (Carr & Watt-Watson, 2012). Leegard, Valeberg, Haugstad, & Utne (2014) 
demonstrated that there are no common pain curricula across six different Norwegian health care 
professions. In addition, there is considerable variation in the emphasis and organization of 
Norwegian pain education (Leegaard et al., 2014). Thus, pain knowledge may be inconsistent 
among Norwegian health care students, and pain management in Norwegian nursing homes may 
be inadequate. Furthermore, health care professionals in Norwegian nursing homes typically lack 
knowledge regarding pain assessment in the elderly and people with dementia (Torvik, Nordtug, 




At the University of Tromsø (UiT), the Arctic University of Norway, IPE is a cornerstone principle 
in educating health care students. The present article reports a pilot project that aimed to improve 
student comprehension of pain in elderly nursing home patients. We assembled interprofessional 
teams of IPE-naïve students from different health care professions, in a real clinical setting; we 
asked the teams to assess pain and provide a pain management plan for elderly patients with pain, 
based on their present knowledge. We wanted to determine their existing knowledge and 
management strategies, thus providing a foundation for further interprofessional student pain 
management activity implementation. The educational aim was to develop students’ shared 
understanding of pain and pain management and for them to achieve mutual understanding 
regarding each profession’s contributions. The focus of this article is to describe how IPE-naïve 
interprofessional student teams approach pain management in elderly nursing home patients. 
Knowledge gained from this pilot project will be important for implementation of pain education 
in pre-licensed health care students.     
 
Material and methods 
Setting 
This pilot project was a collaboration between UiT, the Arctic University of Tromsø (educational 
body), the University Hospital of Northern Norway (UNN), and the primary care sector of Tromsø 
Community (practice arena). The study was conducted at a community nursing home in Tromsø, 
in February 2015. The nursing home is a clinical practice arena for third year nursing students 
every spring semester. The project group comprised educators and researchers from the schools of 
nursing (ED, KJ), physical therapy (HS), pharmacy (BG), and medicine (KW).  
Participants 
Two students (seven women, 1 man) from each of the following four health care fields participated: 
nursing (3rd year), physical therapy (3rd year), pharmacy (3rd year), and medicine (one 3rd year and 
one 5th year student). We formed two teams of four students, including one student from each 
profession. The nursing students were included based on their clinical practice in the nursing home. 
The physical therapy students were included as part of their regular clinical practice studies in 
community service and the hospital (UNN). The medical students and the pharmacy students 
volunteered at their instructor’s request. Only one of the medical students (5th year) had clinical 




The nursing students, in collaboration with clinical supervisors at the nursing home, selected two 
appropriate patients with pain. Both patients were female and in their 80s, with multiple diagnoses; 
one patient had dementia.  
Interprofessional learning activity 
We initiated the project period with a one-day introductory seminar, which included providing 
information about the project, a discussion of pain, and introducing students to each other. Other 
than the seminar, the students did not receive any training or education in pain management in 
addition to their respective curricula. The week following the introductory seminar, both teams met 
at the nursing home on different days. Before the teams met, the nursing students had collected 
relevant patient information and sent it to their respective teams.  
We asked the teams to assess and evaluate their patient’s pain, develop a pain management plan, 
and write a final report that included the management plan. We arranged a room at the nursing 
home for the teams to work from 8 am to 4 pm. The teams organized their work themselves, 
including planning their patient meetings. Educators from the project group (KJ and KW) were 
present as IPE supervisors, and were ready to intervene if necessary. The nursing students’ clinical 
supervisors were available for additional information throughout the day. 
Data collection 
This study was inspired by an ethnographic approach (Creswell, 2013); however, we applied non-
participant observation using video recordings to overcome the subjectivity that results from having 
only one observer (Caldwell & Atwal, 2005). The teams were videotaped while they were working 
in the allocated room, both before and after patient meetings. The video camera was placed in the 
corner to capture images of all four team members and recorded continuously throughout the 
discussions. In addition, we placed an audio recorder on the table to ensure good quality audio 
recordings of their discussions. The video and audio recordings started when the students first 
arrived in the morning, stopped during lunch and when students went to examine the patient, started 
again when the students returned from their examinations, and concluded at the end of the day. The 
recordings had total durations of 2 h 23 min and 2 h 43 min. To protect these vulnerable patients 
and preserve confidentiality, we did not videotape patient examinations; however, the IPE 





We used the video recordings as the basis for analyzing the students’ discussions, supported by the 
audio recordings and field notes from the patient examination. The videos provided information 
regarding conversation content, nonverbal communication, interactions between students, and 
actions during the discussions. The field notes from the examination served as descriptive 
information regarding the team meetings with the patients. We analyzed the video data by applying 
a revised version of the analysis model presented by Powell, Francisco, & Maher (2003), which 
was originally developed for use in mathematics education. The analysis method comprises seven 
steps: 1) attentively viewing the video data, 2) describing the video data, 3) identifying critical 
events, 4) transcribing, 5) coding, 6) constructing a storyline, and 7) composing narrative (Powell 
et al., 2003). 
Step 1: We watched the video recordings and read the field notes from team supervisors before 
discussing our first impressions and comprehension (ED, HS, KW, KJ, and BG). We wanted to 
reduce subjectivity in interpretation and enhance reliability by watching the videos as a group 
(Caldwell & Atwal, 2005).  
Step 2: We discussed content from the teamwork sessions and patient examinations. At this point, 
we did not seek consensus, but rather we discussed perceptions of student interactions, both in 
relation to pain and pain management and also in relation to interprofessional teamwork.  
Step 3: We identified video segments (1 h 75 min total) showing students directly or indirectly 
discussing pain, pain management, or the patient’s pain related to other phenomena, using the 
wording “pain” or clearly referring to the pain experience (ED and HS).  
Step 4: An independent person not directly involved in the research project transcribed the video 
recordings. 
Steps 5 and 6: From the transcripts, which were supported by the field notes and reviewing the 
video segments, we identified sections and phrases relevant to our research questions, coded them, 
and reached a joint understanding of themes to form the storylines (ED, HS, KJ, and BG). 
Reviewing video recordings and data, and discussing alternative interpretations, were essential 
components of the analysis.  
Step 7: Before composing the narratives, we read the full transcripts from the original videos again 





One patient gave written consent to participate in the study, while the next of kin consented on 
behalf of the other patient. All students gave written consent to participate in the study. The 
Norwegian Centre for Research Data (NSD) approved the study. 
 
Results 
We identified four overall themes that were common for both teams with regard to understanding 
pain and approaching pain management: 1) becoming familiar with the patient, 2) that meeting the 
patient guides management approaches, 3) searching for explanations and pain relief, and 4) 
sharing knowledge and developing agreement.  
Theme 1: Becoming familiar with the patient  
The initial team meetings included the nursing students introducing the patients and their pain 
characteristics, and the other team members asking relevant questions.  
In Team I, the nursing student described a patient with dementia, who had multiple painful fractures 
and physical immobility. On several occasions, the nursing student had found the patient weeping 
in the corridor, and she reported that the patient could not lift her arm. She said, turning to the 
physical therapy student, “but, if it is because of pain or…she (the patient) does not tell.” She 
continued, “She gets [paracetamol] after physical therapy because she has a lot of pain…” The 
physical therapy student grimaced and took a note before looking at the nursing student and asking, 
“How often does she get physical therapy?” 
During this interaction, the patient’s physical therapy related pain was established, which seemed 
to concern the physical therapy student. The nursing student also expressed some uncertainty 
regarding the patient’s pain, despite her regime of pain medication after physical therapy. The 
discussion revolved around the patient’s situation, her sleeping problems, and the drowsiness that 
followed. Her dementia was addressed as a communication problem, but the team did not discuss 
how the dementia could impact her pain expressions, pain assessments, or medications. However, 
they agreed that the use of a numeric rating scale for pain assessment would not be useful for this 
patient.  
The physical therapy student and the medical student both planned to examine the patient’s painful 
shoulder. The pharmacy student was interested in an overview of the patient’s pain medication, 




good, hmm, then you should stay on this level.” However, the nursing student could not give an 
exact report on the efficacy of this medication for the patient. The student group agreed that it is 
upsetting for the patient to be alone and immobilized, and that it was important to improve her 
functionality.  
In Team II, the nursing student reported that the patient had severe pain when walking, but no pain 
when sitting down. Addressing the team, she further reported, “I have not succeeded in making her 
elaborate more about where it [the pain] is situated and how the pain is... I think we can discuss 
that later on today.” 
In this way, the nursing student directed the teamwork and collaboration. The team continued their 
approach by discussing possible origins of the patient’s pain. Even though the nursing student 
reported that the patient experienced anxiety, the team did not include this in their discussion at 
this point. After a long discussion, the physical therapy student said, “I think that first of all we 
must get to know her.” The other students looked at the physical therapy student, who continued, 
“We have these usual questions…about social issues, function, ADL [activities of daily life] in 
relation to pain.” The nursing student nodded in agreement, saying “yes”. The medical student 
folded her arms, and leaned back in her chair, looking at the physical therapy student, who 
continued, “Related to her pain... I think that is perhaps the most important.” She held up some 
papers, showing them to the team and said, “And I brought this one [a body map] and I also have 
such a grading scale.” The grading scale was a numeric pain assessment tool for scoring the 
patient´s own perception of pain on a scale from zero (no pain) to ten (worst possible pain). The 
nursing student looked at the physical therapy student and pointed at the papers, saying, “And it is 
very important to ask her to be 100% honest as she is the kind of person who would say 4 when it 
is really a 10 regarding the pain scale.”  
At this time, the physical therapy student seemed to have established an agenda for the examination, 
and the nursing student, referring to the patient’s personality, instructed the team to expect modesty 
when the patient reported her pain. This episode became a turning point for the team approach, as 
they then agreed on their need to see the patient. For both teams, this early phase of pain assessment 
without knowing the patient or the context seemed to be somewhat confusing. Neither of the groups 
formulated a joint structured pain assessment plan before meeting the patient. 




When Team I arrived in the patient’s room, the nursing student and the medical student started the 
conversation with the patient by asking several consecutive questions. The patient appeared to have 
difficulty answering all of the questions, and said she had to go to the bathroom. The physical 
therapy student intervened, and she carefully explained to the patient that she wanted to help her 
out of bed while letting her manage as much as possible herself. She assisted the patient out of bed 
without the help of a lift and helped her walk to the restroom, supported only by a walker. The 
other students watched this, with the nursing student looking very surprised. During the restroom 
visit, the patient became more alert and started talking about a dinner party with her family the day 
before. After this, the physical therapy student appeared to be the leader of the student group during 
the continued examinations of her stomach and painful shoulder. The physical therapy student and 
the medical student both found indications of shoulder pain, as the patient expressed discomfort 
when lifting her arm.  
In Team II, the patient was sitting in a chair when the team arrived in her room. The nursing student 
introduced the team, and then stepped aside. The patient primarily addressed the medical student, 
who seemed to take a leadership role during the examination. The team listened to her discuss her 
pain, and asked relevant questions. The team asked her to rate her pain, and emphasized the 
importance of being honest, according to the nursing student’s instructions. The patient rated her 
pain as ten, meaning the “worst possible pain.” The team subsequently asked the patient to walk 
from the chair to the bed. The patient indicated severe leg pain during this walk and was only able 
to walk a short distance. The medical student and physical therapy student continued their 
examination of the patient in bed, but had challenges ascertaining pain in areas including the knees, 
hips, and muscles.  
Meeting the patients became important for both teams in their subsequent approaches. In Team I, 
the patient’s cognitive and physical functions were better than the students had expected. In Team 
II, the patient’s severe pain was unexpected, and resulted in the students interrupting their 
examinations during activity. The team dynamics were also affected by meeting the patients. In 
Team I, the physical therapy student stepped forward as a team leader. In Team II, the medical 
student became the leader during the examination, which also contributed to her being a leader in 
the discussions afterwards.  
After meeting the patients, the students appeared to be emotionally affected by the patients’ pain 




must write [in the report] that she has courage and willpower…and I think, regarding the pain, 
that she says there is nothing to be done about it. But there is!” The pharmacy student added 
spontaneously, “Yes, agree! Mmm.. I hope there is!” 
Theme 3: Searching for explanations and pain relief options 
After examining the patients, each team gathered to summarize, make a pain management plan, 
and prepare their reports. For both teams, the meeting was initially confusing. 
In Team I, the nursing student turned to the supervisor, saying, “I do not think her pain was very 
evident…” The physical therapy student looked down at the table, nodding, and said, “No, it 
wasn’t.” The physical therapy student, the nursing student, and their supervisor reflected on what 
happened during the examination, and the other students listened to the discussion. At one point, 
the supervisor turned directly to the nursing student and asked, “How was it [the care situation] 
today compared to how it normally is? You have observed her [the patient] before. Do you think 
there was anything different?” The nursing student (thinking) answered, “I think she [the patient] 
really is the kind of person who likes to be in contact with other people…I once experienced how 
she was when she was in the restroom and I waited outside with my supervisor. Then she started 
weeping and said she wanted to hear what we talked about.” The other students were sighing, 
expressing their sympathy with the patient, and the supervisor nodded, saying “Yes, exactly.” The 
medical student then faced the nursing student and stated, “Then we are back at getting her out of 
the ward.” 
This episode seemed to be a turning point for Team I, as they redefined the patient’s pain as 
primarily associated with lack of physical and social activity. The team subsequently engaged in a 
discussion about improving her social and physical activity, including how to manage her 
drowsiness, which was a barrier to activity.  
The physical therapy student and the nursing student both turned to the pharmacy student, who 
then confirmed that medication could be influencing the patient’s sleep, saying, “[She] takes that 
medication [melatonin]. It can also have an adverse effect. Can cause sleeping problems…try not 
to give it.” The medical student agreed, and added, “It does not seem to have an evident effect, so 
why should she use it?”  
This interaction illustrates how pre-existing knowledge and experience are crucial for developing 
the treatment approach; the physical therapy student had previous experience with dementia care 




during the examination, the students focused their pain management approach on social and 
physical activity, in addition to discontinuing medication associated with drowsiness and 
continuing the pain medication.  
Team II initially struggled with summarizing and understanding their patient’s pain. The medical 
student, who was silent and withdrawn before meeting the patient, was very engaged in finding the 
reason for the patient’s pain after meeting her. She suggested different diagnoses, and the team 
discussed whether any of these were relevant to the patient. The supervisor interjected, to help the 
students assess their data. She leaned forward and addressed the group, saying, “Have you 
discussed her numbness, which you describe?” The medical student responded, “That is interesting 
to sort out. Could be that she has a polyneuropathy.” Looking at the nursing student, she added, 
“I wonder if that was the word you were looking for a while ago?” referring to a previous episode 
where the nursing student did not find the word for a diagnosis she was thinking about. “Yes! That’s 
it! ” the nursing student said eagerly. “I have seen this once before…and that lady [the previous 
patient] reminded me quite a lot about her [the present patient] regarding touch.” The medical 
student then replied, “What is interesting here is that it is both painful and numb. That 
combination… I, at least, need to go home and study to understand what this is,” clearly allowing 
the team to understand her lack of knowledge.  
The patient meeting was also important to Team II’s approach to pain management; however, they 
did not achieve a complete understanding of the patient’s pain. The team was searching for 
explanations, although they probably did not have the necessary knowledge to understand the 
patient’s pain.  
Theme 4: Sharing knowledge and developing agreement 
After meeting the patients, knowledge sharing and professional discussions increased. The team 
meetings with the patients, including examining them together, appeared to increase their 
engagement, extend their discussions, and consequently promote knowledge sharing. The nursing 
students’ previous observations and familiarity with the patients were fundamental factors, both 
for understanding the patients’ pain and for influencing discussions regarding pain management. 
The pharmacy students shared knowledge of medications, including drug interactions, adverse drug 
reactions, and specific problems with drugs among elderly patients. The physical therapy students 




patient resources. The medical students shared knowledge of relevant diagnoses and diagnostic 
measurements, and engaged in the general discussions of the patients’ circumstances. 
One example of knowledge sharing was when the physical therapy student in Team I suggested 
that the patient should get up by herself and walk. The nursing student expressed reluctance and 
uncertainty about helping the patient out of bed without technical aids. The physical therapy student 
then demonstrated how she would safely help the patient out of bed. The nursing student assumed 
the role of the patient while the physical therapy student demonstrated a technique for assisting the 
patient from a sitting to a standing position. The other students watched silently. Another example, 
from Team II, is the team’s discussion of their observations related to the patient’s sensitivity to 
touch. The nursing student turned to the physical therapy student, placed her hand on her shoulder, 
and said, “When I was just stroking [her leg], she felt tenderness, and that is...[thinking, and 
turning to the medical student] then it is quite serious.” The medical student nodded, looking back 
at the nursing student and saying, “Yes, I also thought that was quite special. It was tender, and a 
bit numb. I thought maybe there is something going on in her spine. However, I do not know the 
tests to examine that.” The pharmacy student then looked up from her papers, looked at the medical 
student and asked, “What do you think can be going on in her spine?” The medical student said, 
as she illustrated with her hands, “She has previously had a fracture. There could be something 
[thinking] pressing [her spine] somewhere.” The pharmacy student stated, “Yes. Yes...[thinking] 
she has been on cortisone for a long time…it is an immunosuppressive…it will impair her body’s 
own defense system…long term use is not good.” The students eventually agreed that their patient’s 
pain was likely not understood and required further examinations. The medical student suggested 
a magnetic resonance imaging scan, while the nursing student worried that it would be too 
exhausting for the patient. All students engaged in this cost-benefit discussion. 
These episodes illustrate how team knowledge sharing and common reflections on their 
observations brought the students closer to an understanding of the patients’ pain, including 
possible solutions. They also illustrate how meeting patients together as a team and sharing 
reflections provided an opportunity to complement each other’s knowledge, even when all 
members were not active during patient meetings. Regarding pain management strategies, both 
teams suggested improved technical assistance, increased opportunities for physical and social 
activity, and medication changes. In Team II, the students also suggested heat treatment for pain 






In this pilot study, we reported the approaches of two interprofessional health care student teams 
comprising nursing, physical therapy, medical, and pharmacy students, to pain management in 
nursing home patients with pain.  
To understand the complex and subjective experience of pain, healthcare professionals require 
knowledge of a broad range of health problems. Such knowledge can be acquired through “situated 
learning” or learning and practice in authentic contexts (White, 2010). An important component of 
learning in practice is “reflection in action”, such as learning from unexpected events (Kaufman & 
Mann, 2010). In our study, unexpected situations during the patient meetings and during the team 
reflections provided valuable learning. Team I was surprised when the patient’s functional level 
was better than expected, and they consequently navigated treatment planning in a different 
direction than planned. Team II went from being very eager to help with the patient’s pain to 
accepting that they would not be able to do so without increased understanding of the pain origins. 
Adapting to unexpected events may be an advantage of real life learning.  
Lack of knowledge was a barrier for both teams to fully understanding pain and providing pain 
management strategies. For Team I, the patient’s dementia was especially challenging. None of the 
students on this team expressed knowledge of communication with a person with dementia, despite 
that dementia is included in both nursing and physical therapy curricula. Torvik et al. (2015) 
concluded that the use of pain assessment tools in Norwegian nursing homes appears to be 
deficient, which the present study also supports. Students on Team I had no knowledge of 
assessment tools for persons with dementia. The lack of knowledge was also apparent in Team II, 
since they did not consider the patient’s anxiety diagnosis when discussing pain causes and pain 
relief. Since we clearly identified knowledge gaps, we believe there is a risk that students’ lack of 
experience may jeopardize patient safety and proper treatment.  
Despite these limitations, the student teams successfully discussed the patients’ pain and suggested 
pain management plans. Meeting the patient was crucial for both teams. Interestingly, the pharmacy 
students, who did not have any previous clinical experience, also engaged in discussions regarding 
non-pharmacological approaches to pain management. We believe this supports the contention that 
meeting a patient in pain is important to understanding and engaging in holistic pain management. 




impactful learning for health care professionals (Carr, Worswick, Wilcock, Campion-Smith, & 
Hettinga, 2012; Wood, Eccott, & Bainbridge, 2013). Real life learning in clinical settings is 
generally valued both by students and by health care workers (Carr et al., 2012; Freeth et al., 2001; 
Reeves, Freeth, McCrorie, & Perry, 2002), specifically the real life experience, responsibility, 
autonomy, and team reflections (Freeth et al., 2001; Reeves et al., 2002). These previous findings 
correspond with our analyses of the student interactions in the present study. 
Effective communication and role understanding are highlighted as core competencies in IPE 
(Suter, Arndt, Arthur, Parboosingh, Taylor, & Deutschlander, 2009). However, differences in 
knowledge and attitudes towards pain and pain management among health care professionals and 
students may challenge the development of these core competencies (Ali & Thomson, 2009). In 
the present study, professional knowledge and perspectives became evident through team 
discussions, where both knowledge sharing and learning occurred as a result of pain management 
as a common task. Interprofessional skills developed simultaneously. This method of learning 
corresponds to a socio-cultural learning perspective, which is central to IPE (Hean, Craddock, & 
O’Halloran, 2009).  
The student positioning and learning from each other observed in the present study is consistent 
with findings by Lumague et al. (2006). This previous study also found that nursing students 
emphasized the importance of their patient interactions, which enabled them to communicate the 
patient’s status and concerns to the other team members. Another similarity is that the physical 
therapy student shared knowledge of safe patient mobilization, and appreciated both medication 
information from the pharmacy student and updates on patient status from the nursing student 
(Lumague et al., 2006). In addition, we identified that the pharmacy students educated the other 
team members, explaining how medications could interact with each other and have side effects. 
This finding was not reported by Lumague et al. (2006). In a study by Reeves et al. (2002), nursing, 
physical therapy, and occupational therapy students found some discussions regarding patients too 
medically oriented, while medical students expected experiences that were more profession-
specific (Reeves et al., 2002). This divergent perception among health care professionals has also 
been observed in other studies, and may be related to traditional hierarchical power relations 
(Whitehead, 2007) and differences in communication styles (Foronda, Macwilliams, & McArthur, 
2016). In the present study, we observed no indications of inequity or hierarchical structures during 




non-hierarchy is valued, including in professional and academic settings. Our study indicates that 
it is important for students to learn interprofessional skills before hierarchical power relationships 
form. This skill development may benefit patients, health care workers, and the health care system. 
Ethical and methodological considerations 
The university supervisors, who were one medical doctor and one nurse, both had a special interest 
in pain management; however, they were not experts. Under these circumstances, the patients and 
their families may have had unrealistic expectations regarding patient treatment. Whether 
information was correctly provided, and whether it was understood by the people involved must 
be considered. One of the patients had dementia, which was a challenge regarding both informed 
consent and examinations. However, her daughter, who had consented on her behalf, and the 
supervisor were in room during the examination. The students’ lack of knowledge limited their 
abilities to conduct appropriate assessments and make optimal suggestions. However, the nursing 
staff were very involved in the project, which mitigated potential ethical risks. The teams presented 
their reports to the staff and the nursing home physician, who gave them feedback and followed up 
on some of their suggestions.  
The primary strength of our study is the use of video recordings, which enabled us to repeatedly 
assess the team communicative interactions (Caldwell & Atwal, 2005; Powell et al., 2003). 
Caldwell et al. (2005) state that selective bias and memory limitations can be minimized by using 
video recordings, compared to direct observational studies (Caldwell & Atwal, 2005). Furthermore, 
video recording improves the credibility of the research design, since other researchers can also 
view and interpret the observations (Caldwell & Atwal, 2005). We considered the possibility that 
our personal knowledge of our respective students influenced our analyses. However, we believe 
that the team approach counteracted any potential bias, as different understandings and 
perspectives were discussed and interpretations were clarified, similarly to methods discussed by 
Powell et al. (2003). In addition, our analysis was itself interprofessional, which we believe is a 
strength of our study, and which increases the credibility of our results. 
There are some limitations to our study. As described in the material and methods section, the 
university departments recruited students using different processes. Consequently, student 
motivation and engagement may have differed. In addition, videotaping may itself introduce a bias 
in how interactions occur when team members are aware of the video camera. However, 




student teams. Finally, the medical doctor was present only during the first analyses, which may 
have influenced our understanding of the contributions and roles of the medical students. 
Implications for nursing practice, education, and research 
The roles of nurses in interprofessional pain management are diverse, and include coordinating the 
team, providing patient information to the team, and conducting pain assessments (Peng et al., 
2008). As demonstrated in this pilot project, nursing student observations and familiarity with the 
patients were fundamental to the teams’ approaches to pain management. Our pilot project 
provided an opportunity for the students to practice their professional roles in an authentic setting, 
with patients with complex pain. Feedback and discussions with these students from varied health 
care professions demonstrated the importance of systematic observations and pain assessments. 
Based on the findings of this pilot project, we believe that this interprofessional approach may be 
suitable for widespread implementation in the curricula of healthcare students in a variety of fields. 
Pain in elderly patients is a significant societal challenge, which is relevant to all health care 
students and may be ideally addressed through student collaborations. However, some refinements 
are necessary. We recommend that a more focused plan for student work should be developed to 
facilitate their preparedness to meet the patient. In addition, the students should have access to 
patient data, pain measurement tools, and relevant literature at an early stage in the collaboration. 
Furthermore, trained IPE supervisors who are familiar with pain education, as well as supervisors 
from each profession involved, should be available to support and guide the student discussions. 
We found that real life settings are unpredictable and may be confusing for the students. However, 
the reality and autonomy appear to be valuable learning experiences (Carr et al., 2012). Balancing 
the chaos and unpredictability of a real life setting with a more structured approach will be 
addressed by future work on this project. Inclusion in the curricula and organizing student teams 
was challenging, as also reported in other studies (Wood et al., 2013). The present pilot study was 
conducted on one day for each team. This type of short and well-defined experience may be easier 






The present study indicates that IPE-naïve students in teams from different health care 
professions can collaborate and learn from each other when working with elderly nursing home 
patients with pain. Meeting the patients was crucial for understanding, engagement, and a more 
holistic approach to pain management. However, the student teams lacked knowledge regarding 
complex pain and pain assessment in the elderly, in people with dementia, and regarding the 
association between anxiety and pain. In summary, this IPE project provided valuable 
experiences and had implications for interprofessional pain management by student teams. 
Knowledge of pain management in nursing home patients and the practice of interprofessional 
cooperation should be included in pain curricula for health care professionals. 
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